Attention to the family members of patients hospitalized in Intensive Care Units (ICUs) is one of the most important items of the global patient care. The present study involves the health needs of the relatives of patients hospitalized in ICUs of a school hospital of a Higher Education Institution (HEI) located in a Brazilian State (São Paulo). This HEI, with a differentiated curriculum in the country, aims at the practical/theoretical integration and teaching/service articulation. In this context, a research-action study was carried out by professors and students of this HEI, raising the main demands of relatives of specific age groups of patients admitted to the ICU. This step subsidized the formulation and application of interventions in these scenarios, in order to address the needs presented. Based on a qualitative analysis of interviews conducted, we discussed three thematic categories: the experience of having a relative in the ICU; the reference professional and the family perspective on the reception and care of the team; the quality of family-patient contact in the ICU. We emphasize the importance of dialoguing with the family members about the experiences they are having, as well as orienting them about the dynamics of the ICU's environment, the patient's condition, the procedures being performed and the purposes of the equipments used. The attention to the family of a patient hospitalized in an ICU should not be forgotten, being recognized as an important care of the multiprofessional team.
Introduction
Intensive Care Units (ICUs) are intended for patients with severe and potentially recoverable conditions, where the hospitalization of a person usually affects and weakens the family of the patient in question (Brasil, 2004; Santos & Caregnato, 2013) . It is known that the family can contribute a lot to the patient's recovery, but for this to happen, it needs to be guided about the routines of the ICU and about what is happening with the family member, needing to feel welcomed, respected and, also, cared for (Freitas, Kimura, & Ferreira, 2007; Santos & Caregnato, 2013; Silveira, Lunardi, Lunardi Filho, & Oliveira, 2005) .
Although there are several peculiarities of each group, both the pediatric and the geriatric hospitalization scenario generate to the family certain behaviors and feelings, such as: doubts, helplessness, mental disorganization, immobilization in the face of unexpected decisions and other reactions, such as depression and/or illnesses generated by stress, concern and anxiety. In fact it is common to find in the literature questionnaires and indicators that show a high level of anxiety and stress among family members of hospitalized patients (Martins et al., 2008) .
Thus, attention to family members is one of the most important parts of the global care of ICU patients, so that they can experience this moment more evenly (Bousso & Angelo, 2001; Poles & Bousso, 2006; Soares, 2007) . This commitment falls on the health team, whose actions must go beyond the technical and pharmacological interventions focused on the patient, including assessing the needs of the family members (Martins et al., 2008) .
In this perspective, health needs are not restricted to biological demands, nor can they be considered as individual and isolated (Moraes, Bertolozzi, & Hino, 2011) .
Under the Collective Health approach, health needs are also social needs, which are heterogeneous and originate from the reproduction of life in society.
Listening to the needs of the users allows health professionals to increase the capacity of attendance and to potentiate interventions directed to the problems brought by the population, which translates into greater resolubility of the care provided (Moraes, Bertolozzi, & Hino, 2011) . Humanized practices aim to meet the physical, psychic and spiritual demands of the patient, the family and the team (Oliveira, Oliveira, Lucchese, Alvarenga, & Brasil, 2013) .
Nowadays, it is a challenge for these humanized attitudes to be transmitted to professional practice during medical graduation. According to the Brazilian Ministry of Health, to improve the way to care, treat and follow health, it is necessary to change the ways of teaching and learning, to review educational practices and their reflexes in actions and services (Baldoino & Veras, 2016) . Considering that, over the last few years, there have been changes in the curriculum of medical courses. The National Curricular Guidelines ("Diretrizes Curriculares Nacionais"/DCN) was had as a guiding for the organization, development and evaluation of the Medical Course within the country's higher education systems (Brasil, 2014 and commitment to the defense of citizenship, human dignity, the integral health of the human being and having as transversality in its practice, always, the social determination of the health and disease process" (Brasil, 2014) .
In this context of curricular transformation, one HEI, located in a Brazilian State (São Paulo), develops a curriculum integrated and organized by professional competence. It uses as a pedagogical strategy the principles of active learning methodologies. The students seek to continue the development of skills in the areas of individual care, collective care and management of health services, as well as the development of scientific initiation. For this, it is based on the logic of health surveillance, with emphasis on primary care, already started in the first year of the course. In order to achieve the performances proposed for the school grade, certain actions are necessary, in which cognitive, affective and psychomotor attributes are articulated in different settings of the health care network.
The responsible and committed insertion of students and teachers in the real scenarios starting from the first year of the course aims at the practical/theoretical integration, and the teaching/service articulation has been the foundation around which a new way of being, making and knowing is created (Marin et al., 2014) .
With this view, this study starts from the context of ICUs with specific patient age groups. This study aims to understand the needs of family members, considering the singularities of their experiences and their reception demands. It focuses on the approach to the family members of geriatric and pediatric patients, in order to teach greater care to medical graduates. In view of the importance of this subject, embracing the humanization of care, this article seeks to present the research, analysis and intervention performed in the service and in the practical and teaching scenarios.
Methodology
Intervention study developed in the research-action modality, carried out in two phases.
The research had as subjects of study the family members of pediatric and ge- The research involved a total of 30 individuals: 15 family members of pediatric patients admitted to Pediatric ICU and Neonatal ICU, and 15 family members of geriatric patients admitted to the Adult ICU. As a criteria for inclusion in the research, the subjects should have had their relatives hospitalized in the ICU for a minimum period of 3 days, and in the adult ICU, the age of the patient should have been greater than or equal to 60, configuring an elderly patient. In the pediatric ICU there was no selection that took into account the age of the patient, since all of them were included in the category of pediatric patients. The 30 subject were randomly chosen by the researchers in the ICU waiting room environment. As exclusion criteria, relatives who were less than 18 years old and those who refused to participate in the survey were not selected.
Sample space was obtained in a non-randomized manner, using a convenience sample. The number of individuals (n = 30) was defined in an intentional way, based on other studies with qualitative analysis, in which conclusive results
were obtained with smaller sample spaces.
The research instruments were applied to the study subjects prior to their visit to the patient in the ICU, upon obtaining the signature of the Informed Consent
The first phase, a cross-sectional and qualitative observational analysis, uses the Lipp Adult Stress Symptom Inventory (ISSL) (Appendix II) to evaluate the stress level of the subjects, and a semistructured questionnaire (Appendix I) created by the researcher group with the aim of tracing the profile of the subjects interviewed and analyzing some of their health needs.
The analysis was quantitative and qualitative, with characterization of response frequencies and percentage, followed by a thematic analysis, using the three steps indicated by Minayo (ordering, data classification and final analysis) (Minayo, 2012) .
The qualitative analysis initially divided the subjects interviewed into only two groups: the interviews done in the adult ICU and the pediatric ICU. In this analysis, gender, age, family relationship and other informations obtained in the semi-structured questionnaire were not taken into account.
The research was based on the purposes of a research-action, which uses established research techniques to investigate possible changes to be made in order to improve a practice environment in which researchers are involved. In our case, the first phase of the study, mentioned above, brought data that allowed the research group to define some support needs of the studied scenario, subsidizing the formulation of intervention plans, with the purpose of improving some fragilities (Engel, 2000) . of new instruments to evaluate the effectiveness of the intervention plans implemented (Tripp, 2005) . However, the effects of interventions can take months to alter new research results (Aymar, Lima, Santos, Moreno, & Coutinho, 2014) .
Therefore, the research group did not have the time to monitor their actions and to evaluate the effectiveness of the interventions performed, being possible to detail in a further study.
Results

Quantitative Analysis
In the study, there was a predominance of women among the interviewees, corresponding to a percentage of 66.7% in the group of geriatric patients' family and 73.3% in the group of pediatric patients' family. In relation to the age range of the relatives of patients admitted to the ICU, it prevailed the age range of 18 to 28 years in pediatrics' group and age range of 40 to 50 years in geriatric's group.
Regarding education degree, from those interviewed in the pediatric ICU, it has prevailed those who affirmed completed elementary school (40%). In this group, no one completed higher education degree. Among the geriatric patients' relatives interviewed, it has predominated the complete Middle School degree (46.7%). Among the same group, only 6.7% of the interviewed had completed university education and no one declared himself/herself illiterate. When questioned about religion, 80% of geriatric patients' relatives claimed to be religious practitioner (predominantly evangelical, 53.3%). Among the pediatric patients' relatives, 60% stated that they were practitioners, and the Catholic religion predominated (53.3%), but 40% said they were not religious practitioners. The majority of respondents in our study maintained a frequency of 4 times or more visits to the boarding school. Among the family members of the geriatric patients, 53.3% stated that another family member had previously been admitted to the ICU, which falls to 40% among the pediatric patients. In both groups, more than 90% of the interviewees had never had an ICU stay. In the group of geriatric patients, 80% of the family members interviewed stated that they were not living with the patient. For the pediatric patient group, the index corresponded to 20%. Regarding the results obtained from the ISSL questionnaire, in the adult ICU we did not obtain significant scores. In contrast, in the pediatric ICU, we found high stress scores, covering more than seven items of the warning signs for stress.
Qualitative Analysis: Thematic Categories
Three categories were obtained with the research: 1) the experience of having a relative in the ICU; 2) the reference professional and the family perspective on the reception and care of the team; 3) the quality of family-patient contact in the ICU. All categories contain illustrations, phrases from family members of pediatric patients (PPF) and relatives of geriatric patients (GPF). Both of the families from pediatric's and adult's patients hospitalized in the ICU designate the experience in an intensely bad way, bringing feelings such as insecurity, sadness and impotence. Both groups wishes the family member to be discharged as soon as possible.
What appears most strikingly in the Adult ICU scenario is the religiosity. In addition to placing expectations in the team, the family places in the figure of
God the hope for improvement and healing.
In the pediatric ICU, the experience is qualified in a negative way with intensity.
"Bad. Oh I want my daughter to leave soon, it is a very bad feeling to see When it comes to the hospitalization of an elderly patient, although the relatives show the same feelings of anxiety and sadness, the anguish with the hospitalization is transmitted in different ways: they are less distressed during the interviews, as they attribute support and comfort to religiosity.
"Our Lady, very difficult. Well, I feel anguish, I feel powerless to not be able to do anything, (...). I feel completely lost, it's very difficult ... but I surrendered to God's hand, because all that can be done is being done...." (GPF 8)
Thus, both groups of family members pointed out negative aspects in the hospitalization of a relative in the ICU. Family members expressed feelings such as:
sadness, anxiety, fear and insecurity. In the case of the pediatric ICU, the literature indicates that the relatives-mostly represented by the parents-expect a newborn or a healthy child, not susceptible to diseases. So, the child's ICU hospitalization is felt as a very big shock, influencing the entire family dynamics (Goldenstein, 2006; Molina, Varela, Castilho, Bercini, & Marcon, 2007) .
Theme 2: The professional of reference and the familiar perspective on reception and care of the team.
The relatives of patients hospitalized in the adult ICU reported satisfaction with the treatment received from the team, both for the patient and the family.
They also expressed satisfaction with the professionals' reception (who exchange information with family members according to their needs) and satisfaction with the environment, hygiene and organization. They recognize that the team works within its possibilities of human, physical and material resources.
"Wow, they're really good. They treated me very well. They treat my uncle well, too. Thank God. They treat us well and also the patient. "(GPF 1).
"Very good, they are taking good care of him. The reports of the relatives of hospitalized children, however, were divergent.
Some relatives pointed out the good quality environment with great professionals. We can note the difficulty, however, in naming professionals and even identifying their professions:
"I know the face, I can not remember the names. But there are always those that we will talk more. But we are able to can talk to them". (PPF 12) "Doctors always talk to me. At first it was more the nurse. They treat us well, they talk, they explain if we ask something, everything is right". (PPF 2)
In the pediatric ICU, attention is drawn to the difficulty of the family mem- Other complaints related to the pediatric ICU refer to the few hours of visits (only 1 hour per day, 30 minutes after lunch and 30 minutes at night).
The lack of availability of professionals is not a significant complaint in the adult ICU. There are reports that the greatest contact is with the medical professional, seen as a reference professional. The nursing figure also deserves attention for the care given to the family members. In general, the quality of the information received is seen by the family as satisfactory in the Adult ICU.
"Only the doctor will come and talk to us. And when we need the nurse, he force to him, to say that everyone is praying for him and that God is in front of everything, passing this spiritual aspect and saying that he is loved".
(GPF 15)
In the pediatric ICU there seems to be greater inhibition of the relatives in relation to the approach, giving little importance to their presence. They bring the feeling of impotence in a remarkable way. The intervention plans created were group specific and took into account the analysis of the data obtained in the first stage of the research.
We pointed out the need to show the data collected to the ICU staff, the humanization group of the hospitals and the technical director of the hospitals in which we operate. Considering the teaching-service integration, the proposals were directed towards the improvement of health care in the teaching-learning scenarios.
Teachers present in the assistance, by supervising the students in the practice scenarios, were involved in the discussions along with the multiprofessional team.
Beyond this scenario, the research will be disseminated in other management areas of the graduation, as a way to strengthen and disseminate these practices and their importance in the teaching-learning process.
Discussion
Although both groups pointed out their fears and anxieties in the context of crisis and instability of their hospitalized relatives, we obtained less dialogue and bonding in the scenario of the pediatric ICU. However, there was a limitation of the study in the sense that we did not distinguish between the needs of the pe- mand was considered and interventions were proposed in this reality.
Family members of geriatric patients, through the ISSL questionnaire, did not present significant scores. This finding contradicts the literature, which states that family members usually present even higher stress scores than those of the patients themselves (Neves et al., 2009 ). On the other hand, the family members of pediatric patients had high stress scores, covering more than seven items of the stress alert signs(among them, prevail: Knot or pain in the stomach, Muscle strain, Transient diarrhea, Insomnia, difficulty to sleep, Tachycardia, Change of appetite). These data corroborate the receptivity of the relatives in both environments: the relatives of the geriatric patients were more caring about the research, while the family members of pediatric patients were more objective, some refusing to participate in the research, demonstrating anxiety, stress and haste.
In relation to the quantitative analysis, our study is in agreement with the national literature about the predominance of the female sex among the interviewees, especially in the pediatric ICU (prevalence of 73.3% of women).
According to studies, the presence of the mother, can favor the interrelation between child, family and team providing a better adaptation to hospitalization.
For this, the health professional should not deny the nucleus in which the patient lives, being the family member very important to the understanding of the patient, and therefore helping in the task of rebalancing the patient and the environment (Diener, Massago, Falavinha, & Wanderbroocke, 2011) .
The understanding and listening to family members' worries by professionals working in the context of hospitalization is of great importance in order to provide a warm and receptive environment. The reception of the family members is a very significant process to help the patient, being able to reduce the emotional changes, facilitating its recovery (Neves et al., 2009 ).
The context of an ICU is not a common environment for many people. Thus, it is important to prepare and guide the family members before they enter the hospitalization environment (Neves et al., 2009) . It can be seen from the statements of family members that there is a lack of information about the dynamics and functioning of an ICU. Thus, it is extremely important for the professionals involved to maintain contact, transmitting informations and demonstrating empathy.
It is imperative that the team has the time to talk and provide every possible support to the family, clearly explaining the patient's evolution, the routines of the sector, the technical and equipment functioning. Thus, the humanization of the hospital environment and of the ICU will also extend care to the family. The experience of having a family member hospitalized in an ICU is marked by various feelings, such as fear, insecurity and tension, and can shake the family structure. In this process it is important that health professionals also provide follow-up to families. For this, it is necessary to open more effective channels of communication with the family members.
Conclusion
In view of the above, we highlight the importance of some strategies, such as:
give information about the patient's condition to his/her family, explain the procedures being performed and the purposes of the equipments used; dialogue with the patient's family members about the meanings of the experiences they are having.
In addition to improvements in the quality of the service offered to patients and their families, we see the academic importance for undergraduates in health care courses, by making these practices humanized as part of their teaching, thus contributing to a broader personal and professional formation.
The attention to the family of a patient hospitalized in an ICU should not be forgotten and should be recognized as an important care of the multiprofessional team. Creative Education 
